The Family Planning Attitudes And Experiences of Low-Income Women
By Jacqueline Darroch Forrest and Jennifer J. Frost T he majority of American women experience an unintended pregnancy at least once in their lives, 1 and more than half of all pregnancies are unplanned. Low-income and minority women have greater difficulties than other women in avoiding unplanned pregnancy: Seventyfour percent of pregnancies to women with a family income less than 150% of the federal poverty level are unplanned, compared with 52% of those among higher income women. Likewise, 79% of pregnancies among black women are unintended, comcy and their attitudes about contraception. We also examine women's experiences with and evaluation of contraceptive service providers. Because women of various racial and ethnic backgrounds have different levels of unplanned pregnancy, we give special attention throughout this article to identifying similarities and differences between white, black and Hispanic women.
Methodology
A nationally representative sample of 1,852 low-income women was interviewed by telephone between January and April 1995.* Respondents were eligible for the study if their family income was below 200% of the federal poverty level, † if they were white, black or Hispanic women aged 18-34, and if they were at risk of an unintended pregnancy. ‡ ARTICLES *Nationwide, 5% of households lack a telephone-4% of white households, 13% of black households and 12% of Hispanic-origin households. (See: U. S. Bureau of the Census, Phoneless in America, Statistical Brief 94-16, July 1994.). For all households in the exchanges sampled for this study, it was estimated that 9% lacked phones. Clearly, by using telephone interviews, we missed those women in households without phones-women who are especially likely to be poor. We assume that difficulties respondents might have had in obtaining and using contraceptives would be even greater among these women. †The cutoff of 200% was chosen because women with an income below this level are eligible for many subsidized reproductive health services. ‡A woman was defined as being at risk of an unintended pregnancy if she had had sex with a man in the last 12 months, if she was not currently pregnant, if she did not want to become pregnant and if neither she nor her partner was sterilized (either for contraceptive or medical reasons). §Native American, Asian and Pacific Islander women were not included in the survey; moreover, since interviews were conducted only in English and Spanish, women who were not comfortable in either language could not be included. Hispanic respondents could be of any race. In this article, white non-Hispanic and black non-Hispanic respondents are referred to simply as white or black.
English-speaking U. S. culture, or were closely tied to the U. S. Hispanic community or to their native country. Roughly equal proportions of the English-speaking Hispanic women reported that their family had come from either the United States or Mexico (38% and 36%, respectively); 17% had come from Puerto Rico and 3% were from the Dominican Republic or Cuba. Seventy-two percent of English-speaking Hispanic women were born in the United States; 17% had come to the United States more than 15 years before, and 11% had come more recently. Almost all Spanish-speaking Hispanic women (97%) had come from another country; 35% had come to the United States between 1990 and 1995 and 52% had come between 1980 and 1989. Most of these women were originally from Mexico (74%), with 6% from the Dominican Republic, 5% from El Salvador, 4% from Puerto Rico and the remaining 11% from other countries.
The data presented in this article have been weighted to take into account the differing probabilities for each stratum that the telephone number of an eligible women would actually be dialed, differences in response rates across strata, and estimated differences within strata of response rates, according to race and ethnicity. The distributions therefore represent national estimates of the characteristics of low-income women who reside in relatively low-income neighborhoods and who are currently at risk of an unintended pregnancy.
In this article, we first explore bivariate differences by racial and ethnic subgroup in a number of relevant variables, such as personal characteristics, women's relationships with their partners, their childbearing history, their experiences with different types of service providers and their attitudes about and experiences with contraceptive use. (All bivariate racial and ethnic differences discussed here are significant at p<.05. † ) We then performed logistic regression analyses to control for the effects of these variables. For these regressions, we adjusted the weights so that the total number of cases in the analysis equaled the unweighted total number of respondents, by dividing the weight originally assigned to each respondent by the ratio of the total number of weighted cases to the total unweighted number. ‡
Women's Characteristics

Personal Variables
Sixty-three percent of the respondents were white, 20% were black and 17% were Hispanic-7% English-speaking and 10% Spanish-speaking (Table 1, page 248). viewers conducted the 25-minute interviews in Spanish or English; most interviewers were matched according to the respondent's race or ethnicity. Women were told that the interview was part of a national study about the health care needs of women-one that would be used to plan better health care services. They were also informed that some personal or sensitive questions regarding reproductive health and contraceptive use would be asked during the interview.
To obtain the sample of low-income women in a cost-efficient manner, we limited telephone calls to the 40% of exchanges (the area code and first three digits of phone numbers) in which at least 25% of all households had an income below $15,000. These exchanges covered 33% of all U. S. households.
To increase the likelihood of contacting black and Hispanic respondents, the selected exchanges were divided into three independent strata: exchanges in which at least 25% of the households were Hispanic, exchanges in which at least 25% of the households were black and exchanges that fit neither of the first two categories. A fourth stratum was formed from the numbers in the latter exchange that were found on a list of Spanish-surname telephone numbers. Random digit samples of telephone numbers were generated from each of the first three strata and a random sample was pulled from the list of Hispanicsurname numbers. Survey participants were screened and recruited as they were identified in any of the sampling strata, regardless of their race or ethnicity, until the study sample was roughly 50% Hispanic, 25% black and 25% white women.
Overall, 91,939 telephone numbers were dialed as part of the screening process.* A total of 2,054 women in the screened households were eligible for the study. Of these, 90% agreed to participate and completed the questionnaire-94% of eligible women in Hispanic-surname households, 92% of women in the higher-density black areas, 89% of those in the higher-density Hispanic areas and 86% of women in the remaining stratum.
In the analyses reported here, race and ethnicity reflect the woman's self-report rather than the type of sample stratum in which she lived. Hispanic respondents who said they predominantly used Spanish in their daily life were classified as Spanish-speaking; all others were classified as English-speaking. This classification was used as an indicator of the extent to which these respondents were native to or acculturated to the predominantly More than half of respondents were younger than 25; 21% did not have a high school diploma, while only 41% had attended college. Forty-one percent were currently working, and another 28% were in school. Respondents were fairly evenly spread across four categories of religious affiliation. Forty percent reported being covered by private insurance over the past year, 30% were covered by Medicaid or another form of public insurance and 30% had no coverage.
Respondents tended to differ by race and ethnicity on many of these characteristics. Blacks were younger and Spanish-speaking Hispanics were older than other women. Levels of completed education were lowest among Hispanics, especially among Spanish-speaking women. Black women were most likely to be currently in school, while Spanish-speaking women were most likely to be at home (i.e., neither in school nor working).
Hispanics were predominantly Catholic, while blacks were most likely to say they were fundamentalist Protestants and whites were most likely to be of some other religion or to report no religious affiliation. White women were most likely to be covered by private insurance, while Medicaid was the most common type of health coverage among black women and Englishspeaking Hispanics; Spanish-speaking women were most likely to have had no medical coverage in the past year.
Relationship Variables
More than half of the respondents (57%) were currently married or living with an unmarried partner. Another 9% were sep-*Among the 91,939 numbers called, 31,519 were businesses or disconnected numbers. At 21,369, no one could be reached on three different attempts, because of no answer, a busy signal or an answering machine. Up to six calls were made to the remaining 38,940 numbers that could be identified as households. Respondents were fully screened for eligibility at 27,549; at 11,503, either the initial respondent or the woman in the household who potentially met inclusion criteria was unwilling, unable or unavailable to provide the necessary information. †The following percentage-point differences in proportions between racial and ethnic subgroups were significant at p<.05, based on one-tailed Z-tests and proportions of 50%: white vs. black (5.5) (5.5) . ‡This allows the tests of statistical significance to be based on the sampled number of respondents, but with the appropriately weighted distribution of respondents. Thus, while the tests of statistical significance in the logistic regressions are based on the unweighted number of cases, the odds ratios reflect the weighted distributions of respondents.
Black women were most likely to be unmarried, and Spanish-speaking Hispanic women were most likely to be currently married. Black women were also more arated, divorced or widowed, and 34% had never been married. While 15% had no steady partner, 46% had been with their current partner for at least three years.
likely than whites and Spanish-speaking women to have no steady partner, and Spanish-speaking women were more likely than others to have been with their partner for three years or more.
Almost half of respondents (48%) had intercourse frequently (two or more times per week) during the preceding three months, 29% had sex moderately often (once per week or a few times per month) and 20% had sex infrequently (once per month or less).* Frequency of intercourse was highest among cohabiting or married women, with 68% and 58%, respectively, reporting that they had sex at least twice a week (not shown). Half (51%) of those who were divorced, separated or widowed had sex once a month or less, as did one-third of never-married women.
Childbearing Variables
Seventy-two percent of respondents had been pregnant at least once, ranging from 67% of whites to 90% of Spanish-speaking women † (not shown). While 66% had had at least one child, most had had only one (31%) or two (22%).
Fifty-nine percent wanted to have a child at some future time, even though none were currently trying to become pregnant. Fifty percent of those who wanted to have a child in the future had no children, 33% had one child, 12% had two children and 5% had three or more (not shown).
Overall, 32% of women said they did not want to have children in the future. Almost two-thirds of these women already had two (34%) or more (28%) children, while 28% wanted to stop childbearing after one child and 11% planned to remain childless (not shown). Whites were most likely to have had no children and least likely to have had three or more. White women and English-speaking Hispanics were more likely than were other women to want additional children.
Almost all respondents (99%) gave at least one response to an open-ended question asking why they did not want to be- 248 Family Planning Perspectives Total 100.0 100.0 100.0 100.0 100.0 100.0 †Weighted. ‡Includes respondents who received the General Educational Development (GED) high school equivalency certificate. §Includes respondents who were both in school and working. † †Frequent is two times per week or more; moderate is once per week, on average, or a few times per month; and infrequent is once per month or less. Note: Percentages may not sum to 100.0% because of rounding.
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*Included in the last category are 10% of all women who reported having had no sex in the past three months. †Forty-one percent of women reported having had at least one unplanned pregnancy: 49-50% of black women and English-speaking Hispanics, compared with 39% of whites and 33% of Spanish-speaking Hispanics. The number who reported that their last unplanned pregnancy ended in a birth was more than five times as high as the number who reported that it ended in abortion. National data show that roughly equal proportions of all unintended pregnancies end as births and as abortions, and that the number of unintended births among women with an income below 150% of the poverty level is only 1.2 times the number of abortions. This suggests that respondents underreported their numbers of unplanned pregnancies (see reference 2).
come pregnant or to have a child at that time, and 30% gave two or more. Twenty-nine percent said they could not afford to have a child, and 19% said they already had as many children as or more than they wanted. Other reasons given by women for not wanting to become pregnant at that time were that they had a baby or a young child (16%), that they were in school (14%), that they were not married (12%), that they were too young (6%), that they were not ready to have a child at that time (6%), that they could not have a child because of work or other goals (5%) or that they had health-related reasons (3%).
However, in response to the next survey question, 20% said they would feel very glad if they found out they were pregnant, 21% said they would feel a little glad and similar proportions said they would feel a little unhappy or very unhappy. A smaller proportion did not care either way or did not know how they would feel. Black women were most likely to say they would be very unhappy and least likely to be very glad. Spanish-speaking women were most likely to say they would be very glad.
In a logistic regression that controlled for personal and relationship characteristics and for childbearing experiences and plans, the difference between blacks and whites was not statistically significant. But whether they spoke English or Spanish, Hispanic women were significantly more likely than white women to say they would feel very glad if they found out they were pregnant.
The logistic regression also indicated that women who were 20 or older, who were not working or going to school, who were fundamentalist Protestant, who had been with their partner for less than a year or who wanted children in the future were more likely than others to say they would feel very glad if they found out that they were pregnant. Subgroups less likely to say they would be very glad included women who had attended college, unmarried women, those who had sex moderately often, women with children and those whose reason for not wanting a child at the time was economic or because of having a baby or young child at home.
Experiences with Providers
Bivariate Relationships Nearly all of the women said they had made a gynecologic or contraceptive visit at some time in the past five years, and most had done so in the past year (Table  2) . Seventy-six percent of all women had a Pap test in the past year, 61% had a breast vate provider and 35% of women using a clinic paid a median of $48-$60 at private providers and $40 at clinics. (It is not known whether the amount women paid represented the full charges or the amount they were able to pay, nor whether the amount they were charged was a reduced fee, as is typical for low-income women in family planning clinics.) Black women and English-speaking Hispanic women were most likely to have paid nothing at their last visit, while whites were most likely to have paid $20 or more. Although 55% of women said that the sex of their clinician did not matter, 37% preferred to have their gynecologic exam performed by a woman, while 8% preferred a male practitioner. Among the 45% with a preference, 35% had a clinician of the desired gender at their last visit and 10% did not. Ninety percent of women said they had no preference regarding the clinician's race or ethnicity (not shown); 7% were served by a clinician of their preferred race or ethnicity and 3% were not. Eighty-two percent of white women were served by a white clinician, but 68-82% of other women were served by someone who was not of their race or ethnicity.
Almost all (96%) of the Spanish-speaking women and 13% of English-speaking Hispanics preferred to be served by Spanish-speaking providers. Only 69% of those who preferred Spanish-speaking service providers reported that a doctor (41%) or a nurse (27%) spoke Spanish with them at their last visit. Another 12% reported that a receptionist spoke Spanish, but 19% said no one spoke Spanish at their last visit.
Women were asked whether they completely agreed, somewhat agreed, were neutral, somewhat disagreed or completely disagreed with each of eight statements describing the staff and facility at their last gynecologic visit.
† While only 39% reported that the waiting rooms were not too crowded, most respondents gave otherwise positive assessments: Twothirds or more said that they felt comfortable waiting with the other people using that provider, that services were organized and that the staff made an effort to find out their needs. More than 80% judged the staff to be courteous and helpful, said they were treated with respect and felt they received quality care, and nearly all perceived the rooms and equipment to be clean.
Forty-six percent of respondents rated their experience very highly, with a summary score of 36 or more.
‡ White women were most likely to rate the staff and facility very highly (57%) and Spanishexam, 57% obtained a contraceptive method, 31% had a pregnancy test, 13% made a visit related to a problem that they were having with their method and 6% obtained diagnosis or treatment for a sexually transmitted disease (not shown). Black women were the most likely to have made a visit in the last year and Hispanic women were least likely to have done so.
Roughly half of the women who had made a contraceptive or gynecologic visit in the last five years had most recently visited a clinic, and half had gone to a private doctor or health maintenance organization (HMO)
Overall, 43% of respondents who had made a gynecologic or contraceptive visit in the past year had received services for free, either because the costs were totally covered by insurance or Medicaid or because the women went to a provider that offered free care to low-income people. This represented 38% of those who had last been to a private physician or HMO and 48% of women who had been to a clinic.
Another 25% of women-33% of those who had gone to a private provider and 17% of those who went to a clinic-paid for some of the cost of their last visit. These included 18% whose visit was partially paid for by private insurance and 7% who had Medicaid coverage. Women whose visit costs were partially covered paid a median of $25 per visit, typically $20 at a private provider and $30 at a clinic.
Thirty-two percent of women received no assistance in paying for their visit. Some 29% of women who went to a prispeaking women were the least likely to do so (14%).
The very low proportion of Spanishspeaking women who assigned a high rating to their last visit reflected, in part, a language barrier. Among all Hispanic women who preferred an English-speaking provider, 33% gave a summary rating of 36 or more for their last visit; in comparison, among those who preferred to receive care in Spanish and had someone (a doctor, nurse or receptionist) speak Spanish, 15% rated their visit highly, while among those who preferred Spanish but encountered no one who spoke Spanish, only 7% did so.
In response to a direct question, 80% of women said that overall they were very satisfied with the care they received at their last visit; whites were more likely to have been very satisfied than were black or Hispanic women.
Multivariate Relationships
•Any gynecologic visit. After using logistic regression to control for the effects of personal characteristics, we found that black women remained significantly more likely than white women to have made a visit for gynecologic or contraceptive care in the past year, while Hispanics were significantly less likely to have done so (Table  3) . Women covered by Medicaid or other public insurance were much more likely than those with private insurance to have made a visit, but there was no significant difference between women with private insurance and those with no coverage. Other groups of women more likely to have made a visit in the past year included those in college and those who would be a little unhappy if they became pregnant. Older women, women who were neither Catholic nor fundamentalist Protestant and those who had sex infrequently were significantly less likely to have made a recent gynecologic visit.
•Type of gynecologic provider. With other factors controlled, the odds of having gone to a clinic for gynecologic care were significantly higher for both black women and Hispanic women, particularly for Spanish-speaking women, than they were for white women. Those with Medicaid coverage or no medical coverage were also significantly more likely to have been to a clinic, as were women who were neither Catholic nor fundamentalist Protestant, those who had sex infrequently and those who said that they would not mind becoming pregnant. Women aged 25-34, those who had attended college and those with 1-2 children were less likely than were comparison groups of women to 250 Family Planning Perspectives
Family Planning Experiences of Low-Income Women *Only 4.6% of all women had gone to an HMO for their most recent visit; these respondents have been combined with the women who visited a private physician. †The statements read were: "The waiting rooms are often too crowded;" "I don't feel comfortable waiting with the other people who go there;" "The services there are often disorganized;" "The rooms and equipment are all clean;" "The people who work there do not make an effort to find out my needs;" "The people who work there are courteous and helpful;" "The staff treat me with respect;" and "The G-Y-N care I receive there is good quality." Coding ranged from 1 (for the most negative response) to 5 (for the most positive response). ‡Reply scores for the eight questions were summed to create an overall scale of the quality of experiences that women had in obtaining care, with values ranging from 8 (most negative) to 40 (most positive).
have used a clinic at their last visit.
•Rating of visit. We found white women to be more likely than the others to give their experience at their last gynecologic visit a very positive rating, using the eight statements that described the staff and facility. Spanish-speaking women were least likely to do so. Women who had been to college, nonfundamentalist Protestants and women who had sex infrequently were also more likely to have rated the staff and facility very highly, as were women who would not be very unhappy if they became pregnant. Women whose last visit was to a Planned Parenthood or family planning clinic were as likely as those who went to a private physician to give it a high rating, but women who went to a hospital, a health department or another type of clinic were significantly less likely to do so, as were women with no health care coverage, never-married women, women with 1-2 children and those unsure if they wanted children in the future. Women who preferred a clinician of a particular sex but were served by someone of the opposite sex were less likely to give their last visit a very positive rating.
•Satisfaction with care. While there were few differences by women's background characteristics in whether women were very satisfied overall with the services they received, some provider-related characteristics were significant predictors of overall satisfaction with services. Women reporting that the staff was courteous and helpful, that the staff made an effort to find out their needs and were respectful, and that the facility was clean and services organized were significantly more likely than those who did not to report being very satisfied. Women who paid $20 or more for their visit were less likely than those who received free care or whose care was paid for entirely by insurance or Medicaid to be satisfied. Those served by a clinician of the preferred sex were significantly more likely than those with no preference to be very satisfied, while those served by a clinician who was not of their preferred sex were less likely.
Independent of these factors, women who went to health department or hospital clinics were significantly less likely to be very satisfied with their care than were women who went to private physicians. When provider-related variables were controlled, cohabiting women were less likely than married women to be very satisfied, and fundamentalist Protestants and those who had infrequent intercourse were more likely to be very satisfied. while Spanish-speaking contraceptive users were most likely to be relying on long-acting methods. Black women were most likely to use condoms, although the difference between them and English-speaking Hispanics was not statistically significant. Overall, 33% of women reported using more than one contraceptive method, and 28% said they used condoms along with another method, with black women the most likely to report double method use (Table 2) . Thirty-two percent of women using long-acting methods and 38% of pill users also used condoms, often for the purpose of preventing infection (not shown). Almost one-third (32%) of all women who reported current use of male condoms said they were using the method primarily to prevent pregnancy, while 6% did so primarily to prevent infection; the majority (63%) reported having both goals in mind. Twenty-nine percent of married condom users said that preventing infection was one of their reasons for using condoms, compared with 69% of cohabiting, 85% of formerly married and 95% of never-married women.
Women using contraceptives reported overwhelmingly that they were satisfied with their current method-70% very satisfied and 19% somewhat satisfied. White and black contraceptive users were more likely to report being very satisfied with their method than were members of either Hispanic subgroup.
Many respondents reported they did not use their method consistently (not shown). Only 44% of pill users said that in the past three months they had never missed a day of pill use; 44% had forgotten to take their pills for 1-2 days and 12% for three or more days in a month. Of those relying on condoms, 38% said that their partner used them at every act of intercourse in the last three months, 41% said condoms were used most or about half of the time and 20% said they were used occasionally or not at all. White pill users were more likely to report never having missed a pill (48%) than were blacks (33%) or English-speaking Hispanics (36%).
•Contraceptive use. In logistic regressions that excluded nonusers who had not had sex in the past three months (Table 4) , only English-speaking Hispanic women were significantly less likely than whites to be using a contraceptive method. Those who had been to college, cohabiting and nevermarried women, women in their relationship for a year or more, those with 1-2 children and women who wanted children in
Contraceptive Experiences
Bivariate Relationships Forty-four percent of respondents discussed contraception with their partner at least once a month, and 51% said they talked once a month or more with at least one close girlfriend about such personal matters as sexual relationships and contraceptive use (Table 2) . Only 18% of respondents talked at least once a month with their mother about sex or contraception. (In part, this is because 19% reported that their mother was dead or lived too far away to communicate with regularly. This proportion reached 39% among Spanish-speaking women.)
Most respondents had a favorable attitude toward contraceptive use, but a substantial minority did not. Only 55% of respondents completely disagreed with the statement, "It doesn't matter whether I use birth control or not; when it is my time to get pregnant, it will happen." Sixty-nine percent completely disagreed with the statement, "I would not use birth control if my partner disapproved;" 72% completely disagreed that "Planning ahead about birth control can spoil the fun of sex;" and 70% completely agreed that their "... friends believe it is important to use birth control when you have sex."
If the above replies are considered the most conducive to contraceptive use, then only 26% of women completely identified with all four. This proportion ranged from 29-30% of white and black women to 21% of English-speaking Hispanics and 6% of Spanish-speaking women (not shown).
Eighty-three percent of respondents said they were currently using a contraceptive method; most (74%) of those not using a method had had sex in the last three months. White women and black women were more likely than Hispanic women to be practicing contraception.
When method use was classified according to the most effective method women reported,* 39% of all respondents were currently using the pill and 13% were using long-acting reversible methods such as injectables (9%), the implant (2%) or the IUD (1%). Twenty-four percent used male condoms, and 7% relied on other barrier methods or on periodic abstinence and withdrawal.
White contraceptive users appeared more likely than others to be using the pill, the future had an elevated likelihood of using contraceptives. The odds of contraceptive use among women who would be very glad if they became pregnant were about half those of women who would be very unhappy if they became pregnant.
Women very satisfied with the care they received were more likely to be contraceptive users than were women who were less satisfied. Women were also more likely to be using a method if they talked frequently with their partner or girlfriends about contraception, if they felt strongly that they did not need their partners' approval for contraceptive use, if they believed that contraception is important in preventing pregnancy and if they perceived that their friends see contraceptive use as important.
•Pill use. Logistic regression analysis evaluating use of particular methods indicated that black women (odds ratio of 0.67) and English-speaking Hispanics (0.49) were significantly less likely to be using the pill, once differences between groups were taken into account. Pill use was more likely among women aged 20-29, those who used clinics for their gynecologic care and those very satisfied with the care they received. Pill use was less likely among women who were neither in school nor working, who did not belong to any of the major religious groups, who had sex moderately often or infrequently, who already had children, who were unsure about their future childbearing plans, who had not made a gynecologic or contraceptive visit in the last five years and who talked with a girlfriend at least once a month about personal issues.
•Use of long-acting methods. Our logistic regression confirmed that Spanish-speaking contraceptive users were much more likely to be using long-acting reversible methods than were white women. Others who had an elevated likelihood of using long-acting methods included women who had been to college, those not currently in school, women covered by Medicaid, cohabiting women, those who already had children and women who felt that they did not need their partner's approval to practice contraception. Contraceptive users aged 20-34 and those who wanted to have children in the future were less likely to have selected long-acting methods, as were women who talked with their partner about personal topics like contraception at least once a month.
•Condom use. When we controlled for the effects of other variables, black and English-speaking Hispanic contraceptive users were significantly more likely than 252 Family Planning Perspectives
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*Women reporting current use of more than one method were classified according to the most effective method that they reported, in the following order of presumed effectiveness: implant, IUD, injectable, oral contraceptive, male condom, female condom, diaphragm, spermicide, periodic abstinence and withdrawal.
white women to rely on condoms as their most effective method. Fundamentalist Protestants, those who had sex moderately often or infrequently and women who talked frequently with their partner or girlfriend about intimate subjects were also more likely to be using condoms. The likelihood of condom use was reduced among women who were covered by Medicaid, who had 1-2 children, who would feel a little glad if they became pregnant, who used clinics for their gynecologic care and who were very satisfied with the services they received. The longer a contraceptive user had been with her partner, the lower were her odds of using condoms. Once we had controlled for whether unmarried women had a steady partner and for how long women had been with their current partner, we found that unmarried women were less likely to use condoms as their most effective method; condom use was also less likely among those who felt that planning ahead for contraception does not spoil the fun of sex.
•Method satisfaction. A logistic regression analysis that examined method satisfaction showed that, even when other variables were controlled (Table 5 , page 254), Spanish-speaking women remained significantly less likely than whites to be very satisfied with their contraceptive.
Women were also less likely to be very satisfied with their method if they were fundamentalist Protestant, if they were not sure whether they wanted a child in the future, if they talked frequently with their mother about sexual matters and if they felt they did not need their partner's approval for contraceptive use. Those who were more likely to feel very satisfied with their method included those aged 25-29, never-married women, those who had been to a clinic at their last visit or who had made no recent visit, and those who were very satisfied with the care they received, as well as women who felt that planning ahead for contraception does not spoil the fun of sex and women using the pill or long-acting methods.
•Consistency of pill use. A logistic regression to determine consistency of pill use showed that black pill users remained less likely than white pill users to report having taken all of the necessary pills in the last three months, but that Spanish-speaking women were more likely than whites to report consistent use. Other groups more likely to report taking all of their pills were women who had been to college, formerly married women, those who gave no information about how often they had sex, women who would not care if they became pregnant, those who were very satisfied with care at their last visit and women who felt that planning ahead does not spoil the fun of sex.
In contrast, women aged 20-34 were less likely than those 18-19 to say they had taken all of their pills in the last three months, as were those who were unsure about future childbearing or who wanted more children, who would feel a little unhappy if they became pregnant now or who talked frequently with their mother about sex and contraception. Women who had been to a clinic for a recent visit were also less likely to report taking all of their pills.
•Consistency of condom use. There were few bivariate differences by race and ethnicity in the consistency of condom use, and logistic regression showed no significant racial and ethnic differences either. Condom users aged 20 and older were significantly more likely to say they always used a condom than were younger women. Never-married condom users were more likely than currently married women to have used condoms consistently, as were those who had sex moderately often, who frequently discussed contraception with their girlfriends or mother, who used condoms as their only method and who relied on condoms solely for prevention of infection. Condom users were less likely to report consistent use if they had three or more children, relied on a clinic, were very satisfied with their most recent visit, talked with their partner frequently about contraception or thought contraceptive use was important in preventing pregnancy.
Discussion
We focused our study of women's family planning-related attitudes and experiences on low-income women at risk of unintended pregnancy because, as a group, they are more likely than higher income women not to use a contraceptive and are more likely to get pregnant even when they do. Therefore, they are more likely to experience an unplanned pregnancy. We do not know, however, whether the women in our study differ from higher income women in terms of their feelings about pregnancy, attitudes about birth control and their experiences with contraceptive service providers.
The information that we obtained provides insight into the problems that some Americans have in avoiding unplanned pregnancy and raises questions for research and challenges for service delivery. Researchers are beginning to explore gra- 254 Family Planning Perspectives Reason for using condoms Pregnancy prevention na na 1.00 Disease prevention na na 3.48* Both na na 1.13 †Includes all women currently using any method. ‡Includes all women currently using oral contraceptives. §Includes all women currently using condoms. Note: Other variables included in the logistic regressions but not significant were school/employment status, medical coverage and length of time with partner. lence about sexuality can contribute to unintended pregnancy. More forthright acceptance of sexuality and help for couples to integrate their contraceptive use into their sexual relationship might therefore help reduce rates of unplanned births and abortions. While contraceptive service providers obviously have a role to play, this is a broader societal task as well. Salient public and provider messages could well have a positive impact on method use.
Family Planning Experiences of Low-Income Women
We sought not only to identify ways to help low-income women prevent unintended pregnancy more effectively, but also to assess barriers to success among low-income white, black and Hispanic women. Some of the racial and ethnic differences evident in simple cross-tabulations were shown in multivariate analyses to be the result of social and demographic differences between racial and ethnic groups. Those variations that remained may still reflect other unmeasured differences between the groups, such as the types of service providers available in the areas where they live. Black and Hispanic women, for example, are more likely to use clinics and less likely to report that they had a positive experience at their last visit, yet there are no significant differences in their satisfaction with their last visit. This may indicate that from experience, low-income black and Hispanic women have come to expect a lower standard of care than low-income white women. This is both an area for future research and a challenge for providers to investigate whether clients are truly pleased and comfortable with the services they receive.
Racial and ethnic differences were also seen among contraceptive users in terms of method selection, with Spanish-speaking Hispanic women more likely to use long-acting methods (primarily injectables), black and English-speaking Hispanic women more likely to use condoms and whites more likely to use the pill. Further research would help to identify the extent to which such differences reflect more positive attitudes toward specific methods in different communities, or greater suspicion of or concern about alternative methods. For instance, higher use of long-acting methods among Spanish-speakers may reflect greater experience and comfort with some of these methods in Central and South America, where many of the women lived previously. Alternatively, Spanish-speaking women may not be well-informed about other methods or their providers may lack confidence that such women can use other dations in motivation or ambiguity among women who say they do not want to have a child at the present time. Data from our study suggest that women who have obvious reasons for not wanting a child at the time (because they are not married, have had all the children they want, have a baby or young child or cannot afford to raise a child) may be firmer in wanting to avoid childbearing.
A recent Institute of Medicine report urges the entire nation to adopt a new social norm that all pregnancies should be intended, emphasizing the importance that couples consciously plan for pregnancy. 5 Women who think they would feel very glad if they became pregnant, even though they would not want to have a child at the time, are less likely to practice contraception. Providers' and women's open acknowledgment of the frequent coexistence of feelings for and against having a child could help women with mixed feelings better assess their own goals.
Most U. S. women want and have a small number of children, and they spend most of their reproductive lives trying to avoid becoming pregnant and in need of contraception. 6 The high proportion of our low-income respondents who hold at least some views likely to interfere with effective contraceptive use-74%-suggests great potential for becoming pregnant unintentionally. This is a priority topic for further research, both within other groups of women and men and across countries. Indeed, ambivalence about sexuality in general and about contraception in particular has been suggested as one of the key reasons for higher levels of unintended pregnancy and abortion in the United States than exist in other industrialized Western countries. 7 In our study, women who thought that contraception really matters in determining whether or not one gets pregnant and women whose friends think contraceptive use is important were significantly more likely to practice contraception, as were women who talk frequently about relationships and contraception with their girlfriends, partners and mothers. One challenge is building supportive attitudes and messages into these conversations.
Women who think that planning ahead for birth control can spoil the fun of sex are no more or less likely than others to use contraceptives, but they are less likely to be satisfied with their method and, if they use the pill, less likely to use it consistently. This finding lends support to the urgency of developing less intrusive, easier-to-use methods. It also confirms that ambivareversible methods effectively.
Our research clearly shows that women's experiences with contraceptive and gynecologic providers affect both whether and how well women use contraceptives. Attention to the basics of courtesy and respect and, among many Hispanic women, providing services in the client's language should be minimum criteria for service providers. In fact, the study provides strong evidence that treating clients well not only leads them to feel better about services, but actually improves their chances of controlling their fertility-the ultimate goal of clients and providers alike. Among the women surveyed, those who were very satisfied with their last contraceptive or gynecologic visit were more likely to use a contraceptive, more satisfied with the method they used, more likely to choose the pill and more apt to use it consistently.
Women who were very satisfied with services were less likely to rely on condoms and less likely to use condoms consistently. This finding may illustrate one of the costs of men's lack of contact with contraceptive counseling or education outside of school sexuality education. Providing information, education and skillsbuilding experiences can help women influence their partners to use condoms consistently, but the inclusion of men themselves is also needed.
Improving services is likely to require more staff time and therefore greater expense, costs that need to be supported by private insurance, Medicaid and other public sources and, if possible, by the clients themselves. (More than half of these low-income women had paid something-often substantial amounts-toward their last visit.) Increasing support for services to low-income women and men will be a challenge in an era of costcontainment, especially since key areas for improvement are those that are often not reimbursed by strictly medical financing mechanisms-staffing levels and attitude, client education and counseling, and outreach through community programs to affect broader societal attitudes about pregnancy and contraception.
The information gathered from low-income women points to factors that can be changed, publicly and privately, in ways that might improve contraceptive use and increase couples' ability to have the number of children they want when they want them. Negative attitudes about contraception and about sexuality in general interfere with effective fertility control. Services provided in a manner that is not respectful and sensitive to clients' needs contribute to lower and less-effective contraceptive use.
These are not the only factors affecting method use, but they are clearly important. Furthermore, they are factors that can be altered by the actions of friends and families, providers, community organizations and the media, among others. Improvements are possible, and they can help women and their partners better achieve their own goals and can help lower our national level of unplanned pregnancy.
